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Abstract
It is estimated that over 800 000 people die by suicide and that there 
are many suicide attempts for each death. Young people are among 
those most affected. The numbers differ between countries, but it is 
the low- and middle-income countries that bear most of the global 
suicide burden, with an estimated 75% of all suicides occurring in 
these countries. The importance of each risk factor and the way it is 
classified will depend on each context. These factors can contribute 
to suicidal behaviours directly but can also contribute indirectly by in-
fluencing individual susceptibility to mental disorders. From the analy-
sis of the rate of suicide, the numbers of suicide preventions successful 
with the number of hospitalizations and hospitalized for attempted 
suicide, it becomes possible to determine a path in order to create 
social change in three important factors to be followed to be fulfilled: 
knowledge (scientific and practical), public support (political will) and 
a social strategy, showing up as a national response to achieve the 
goals of suicide prevention.
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It is a myth that people who talk about suicide do not mean to do 
it. People who talk about suicide may be reaching out for help or 
support [1]. A significant number of people contemplating suicide are 
experiencing anxiety, depression and hopelessness and may feel that 
there is no other option. In May 2013, the Sixty-sixth World Health 
Assembly adopted the first ever Mental Health Action Plan of the 
World health Organization (WHO) and the suicide is one of the most 
important topics, showing as an integral part of the plan, with the 
goal of reducing the rate of suicide in countries by 10% by 2020 [2]. 
InternatIonal archIves of MedIcIne
Section: PSychiatry and Mental health
Issn: 1755-7682 
2015
Vol. 8 No. 38
doi: 10.3823/1637
This article is available at: www.intarchmed.com and www.medbrary.com 2
This action plan and the accompanying resolution 
represent a formal recognition of the importance 
of mental health for WHO’s 194 member states. It 
is also a commitment by all member states to take 
specified actions to improve mental health and to 
contribute to the attainment of a set of agreed glo-
bal targets [2, 3].
It is estimated that over 800 000 people die by 
suicide and that there are many suicide attempts 
for each death [1, 2]. Young people are among 
those most affected [1]. The numbers differ bet-
ween countries, but it is the low- and middle-in-
come countries that bear most of the global suici-
de burden, with an estimated 75% of all suicides 
occurring in these countries [2]. It is usual to think 
that only people with mental disorders are suicidal. 
Although, suicidal behaviour indicates deep unhap-
piness but not necessarily mental disorder [1]. Many 
people living with mental disorders are not affected 
by suicidal behaviour, and not all people who take 
their own lives have a mental disorder. Increasing 
evidence shows that the context is imperative to 
understanding the risk of suicide. Many suicides oc-
cur impulsively in moments of crisis and, in these 
circumstances, ready access to the means of suicide 
can determine whether a person lives or dies [1, 4].
The importance of each risk factor and the way 
it is classified will depend on each context. These 
factors can contribute to suicidal behaviours directly 
but can also contribute indirectly by influencing in-
dividual susceptibility to mental disorders [1, 5]. For 
example, "vulnerable groups" is used to refer to 
individuals or group of individuals who are made 
vulnerable by the situations and environments that 
they are exposed to [2]. These vulnerable group may 
be placed at a significantly higher risk of experien-
cing mental health problems, and includes minority 
groups, indigenous populations, older people, peo-
ple experiencing discrimination and human rights 
violation, lesbian, gay, bisexual, and transgender 
persons, people exposed to conflict, natural disas-
ter or other humanitarian emergencies [2, 5]. There 
are other risk group to suicide behaviour, such as 
people who suffer from suicide bereavement. Some 
research’s outcomes show that there is a increa-
sed risk of suicide in the 2 years after suicide of a 
partner compared with after death of partner from 
non-suicide causes [5].
In addition to the vulnerable groups, it is ne-
cessary to emphasize the presence of risk factors, 
which often are the ones who define the indivi-
dual who attempt suicide, lives or dies [1]. Pestici-
des, firearms, hanging, easy access to high places, 
such as buildings and bridges, are means to realize 
a suicide attempt. Suicide by firearms account for 
the majority of suicides in some countries, such as 
the USA [6]. Available data show a close correlation 
between the proportions of households owning fi-
rearms and the proportion of firearm suicides [6, 
7, 8] Legislation restricting firearm ownership has 
been associated with a reduction in firearm suicide 
rates in many countries, including Australia, Canada, 
New Zealand, Norway and the United Kingdom. Be-
sides, Pesticides account for an estimated one third 
of the world’s suicides [1, 7, 9]. Suicide by intentional 
pesticide ingestion primarily occurs in rural areas of 
low- and middle-income countries (LMIC) in Africa, 
Central America, South-East Asia and the Western 
Pacific [9, 10, 11].
There are multiple contributing factors and causal 
pathways to suicide and a range of options for its 
prevention. Usually no single cause or stressor is 
sufficient to explain a suicidal act [1]. Most com-
monly, several risk factors act cumulatively to increa-
se an individual’s vulnerability to suicidal behavior 
[1, 2]. Some researches's outcomes show eight sig-
nificant predictors of suicide remained in the final 
unconditional logistic regression model, in order 
of importance they were: high depression symp-
tom score, previous suicide attempt, acute stress 
at time of death, low quality of life, high chronic 
stress, severe interpersonal conflict in the 2 days 
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before death, a blood relative with previous suicidal 
behaviour, and a friend or associate with previous 
suicidal behavior [4]. These suicide risks increased 
substantially with exposure to multiple risk factors: 
none of the 265 deceased people who were expo-
sed to one or fewer of the eight risk factors died 
by suicide, but 30% (90/299) with two or three risk 
factors, 85% (320/377) with four or five risk factors, 
and 96% (109/114) with six or more risk factors died 
by suicide [4]. Effective interventions are imperative 
as they can mitigate the risk factors identified [1, 4]. 
Protective factors are equally important and have 
been identified as improving resilience. Therefore, 
enhancing protective factors is also an important 
aim of any comprehensive suicide prevention res-
ponse [4].
It is necessary to know the distribuition's out-
look of cases of suicide and attempted suicide to 
draw global protective factors that are effective in 
prevention. In 2012, suicide, occurred in 1.4% of 
all global deaths, setting the 15th leading cause of 
death [1, 2]. Worldwide, suicide is very common in 
the age group 15-29 years presenting itself as the 
second largest cause of death in this group [1, 2]. 
Men are the ones who most commit suicide [1, 2]. 
There is a variation in different countries regarding 
the prevalence of women1. The countries with low-
average income are the most affected by suicide [1]. 
The age-standardized rate of suicide is somewhat 
higher in high-income countries than in low- and 
middle-income countries (LMICs) (12.7 versus 11.2 
per 100 000 population) [1]. However, given the 
much larger proportion of the global population 
that resides in LMICs, 75.5% of all global suicides 
occur in these countries [1]. Among LMICs in the six 
WHO regions, there is an almost three-fold range in 
the age-standardized suicide rate, from a low of 6.1 
per 100 000 in the Region of the Americas to a high 
of 17.7 per 100 000 in the South-East Asia Region 
[1]. One consequence of the different suicide rates 
in WHO regions is that in 2012 the South-East Asia 
Region accounted for 26% of the global population 
but for 39% of global [1].
The suicide rate is a macro indicator of the 
population’s psychosocial wellbeing and an evalua-
tion criterion of the effectiveness of suicide preven-
tion strategies [2]. Since suicide is a sensitive issue, 
and even illegal in some countries, it is very likely 
that it is under-reported. In countries with good 
vital registration data, suicide may often be mis-
classified as an accident or another cause of death 
[12]. A high level of injury deaths of undetermined 
intent (UD) is usually discussed in connection with 
the validity of suicide statistics [12]. There are some 
surveys that correlate this two rates to assess the 
validity of data on the number of suicides. The 
rates used can be found at WHO's data center 
[2]. This attempt to develop an approach to deal 
with the problem of "hidden suicides" (murders, 
accidents or injury death of undetermined intent 
erroneously classified as a suicide, or vice versa), 
proposing an appropriate reference point to assess 
the validity of the statistical suicide data, should be 
used to set targets in countries that hadn't reached 
the WHO’s plan benchmark [2, 12].
All this global knowledge base about suicide and 
suicide attempts are needed to guide governments, 
policy makers and stakeholders. The Draft Com-
prehensive Mental Health Action Plan 2013-2020 
comes with the ideation of practical measures for 
countries based on their contexts, and current re-
sources, proposing a multisectoral approach in pu-
blic health promotion and prevention of suicide. The 
WHO's priority is the presence of these actions on 
global agendas of public health and public policy, 
raising awareness suicide as a public health problem 
globally [2]. 
No one who is suicidal is determined to die. Sui-
cidal people are often ambivalent about living or 
dying [2]. Someone may act impulsively by drinking 
pesticides, for instance, and die a few days later, 
even though they would have liked to live on [2]. 
InternatIonal archIves of MedIcIne
Section: PSychiatry and Mental health
Issn: 1755-7682 
2015
Vol. 8 No. 38
doi: 10.3823/1637
This article is available at: www.intarchmed.com and www.medbrary.com 4
Suicides are preventable. Access to emotional sup-
port at the right time can prevent suicide [2].
This support is shown in the plan, in three di-
fferent stages: universal prevention strategies are 
designed to reach an entire population in an effort 
to maximize health and minimize suicide risk by 
removing barriers to care and increasing access to 
help, strengthening protective processes such as so-
cial support and altering the physical environment; 
selective prevention strategies target vulnerable 
groups within a population based on characteris-
tics such as age, sex, occupational status or family 
history - while individuals may not currently express 
suicidal behaviours, they may be at an elevated level 
of biological, psychological or socioeconomic risk-; 
indicated prevention strategies target specific vulne-
rable individuals within the population − e.g. those 
displaying early signs of suicide potential or who 
have made a suicide attempt [2].
In countries where suicide prevention activities 
have not yet taken place, the emphasis is on see-
king out stakeholders and developing activities 
where there is greatest need or where resources 
already exist1. It is also important to improve sur-
veillance at this stage [1]. In countries with some 
existing suicide prevention activities, a situation 
analysis can show what is already in place and in-
dicate where there are gaps that need to be filled1. 
Countries that already have a relatively compre-
hensive national response should focus on evalua-
tion and improvement, updating their knowledge 
with new data and emphasizing effectiveness and 
efficiency [1].
National strategies for suicide prevention should 
follow the options of implementation plan of the 
WHO, which include: increase public, political and 
media awareness of the magnitude of the problem, 
and the availability of effective prevention strate-
gies; restrict access to the means of self-harm and 
suicide (for instance, firearms and pesticides); access 
and manage self-harm or suicide and associated 
mental, neurological and substance use disorders 
(as outlined in the mhGAP intervention guide); op-
timize psychosocial support from available commu-
nity resources both for those who have attempted 
suicide as well as for families of people who have 
committed suicide [2].
For these actions take effect and be improved, 
it is necessary to feed the databases because these 
data are still scarce and not very reliable for pre-
vention. From the analysis of the rate of suicide, 
the numbers of suicide preventions successful with 
the number of hospitalizations and hospitalized for 
attempted suicide, it becomes possible to determi-
ne a path in order to create social change in three 
important factors to be followed to be fulfilled: 
knowledge (scientific and practical), public support 
(political will) and a social strategy, showing up as 
a national response to achieve the goals of suicide 
prevention [1].
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